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Letters to the Editorimportant ‘‘delta’’ was recorded in
that study in terms of systemic arte-
rial pressure and dP/dtMAX (vari-
ables not collected in our study
and not considered as end points
of the trial), but a less important
‘‘delta’’ (although statistically sig-
nificant) was recorded for cardiac
index and cardiac cycle efficiency
(magnitude 0.24 L/min for
cardiac index and 0.018 units for
cardiac cycle efficiency, respec-
tively).3 However, these ‘‘deltas’’
were registered in an animal model
during systemic hypertensive con-
ditions (mean values of systolic
blood pressure ranging from 160
to 174 mm Hg),3 a hemodynamic
pattern distant from that of a vasodi-
lated patient in stable hemodynamic
condition, as in our hemodynami-
cally oriented IABP-weaning trial.
We strongly believe that the magni-
tude of these ‘‘deltas’’ in patients
with an overall good hemodynamic
performance, especially when con-
firmed by other hemodynamic, bio-
chemical, and clinical data, should
beconsiderednegligible fromaclin-
ical perspective.
Finally, we assume that the mea-
surement of any biological process
is truly a difficult task, and that the
trend over time of a hemodynamic in-
dex, rather than its absolute value at
a single time, is important in clinical
practice, as in the case when evaluat-
ing 2 different IABP-weaning strate-
gies. Accordingly, considering that
most of the mentioned mechanisms
responsible for a ‘‘high’’ cardiovas-
cular stiffness are unavoidable and
constant in a given patient, provided
that a good transduction setting is
used and that preload and afterload
have been adequately corrected, we
still consider that the traditional
PRAM method (in the absence of ad
hoc manufactured transducers) can
be reliable in clinical practice, as
long as a proficient human validation
phase of the PRAM-derived indices
is provided.The JournalWe are pleased that our study con-
firmed, for the first time in humans,
the important findings found by Gel-
somino and colleagues6 in a swine
model of acute ischemia, in which he-
modynamic indices and cardiac con-
tractile efficiency parameters were
similarly derived by conventional
PRAM methodology, showing the
same inadequacy of 1:2 and 1:3
IABP assisting rates on hemodynamic
recovery.
We hope that these endeavors,
taken together, can open the way to
a new paradigm when weaning pa-
tients from IABP support.
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To the Editor:
In a recent article in the Journal,
Babokin and colleagues1 presented
results after surgical ventricular recon-
struction (SVR) together with endo-
cardectomy along radiofrequency
ablation–induced markings. The ob-
jective was to evaluate the efficacy of
a new approach for endocardectomy
during SVR in patients with post-
infarction left anteroseptal ventricular
aneurysms. The extent of the endocar-
dectomy was guided by preoperative
electroanatomic mapping and mark-
ings produced by radiofrequency abla-
tions. The design was a retrospective
single-center study, and 168 patients
were included and categorized in 2
groups: 74 patients who underwent
SVR including endocardectomy and
94 patients who underwent SVR.
Whether or not endocardectomyshould
have been added to SVR was decided
by the surgeon. All patients also under-
went coronary artery bypass grafting.
In the SVR þ endocardectomy group
and SVR only group, early mortality
was 1% and 6%, respectively, and
1-year mortality was 5% and 13%,
respectively. Cardiac function and vol-
umes were similar between the groups
both before and after surgery. In a sub-
group of patients who underwent both
pre- and postoperative electrophysio-
logic studies, Babokin and colleagues1
found a lower incidence of spontaneous
and induced ventricular tachycardia
(VT)after surgery inpatientswhounder-
wentSVRþ endocardectomycompared
with SVR only. There were also fewer
implantable cardioverter-defibrillators
(ICDs) in the SVR þ endocardectomy
group.
Patients are at risk for malignant
arrhythmias after SVR; however,
whether the risk is high2 or low3 is un-
clear. One strategy would be to use
ICDs routinely after SVR. However,
there are downsides to ICD use, forry c Volume 145, Number 3 891
Letters to the Editorexample, shocks may contribute to
myocardial injury, and backup ventric-
ular pacing may impair left ventricular
function. An alternative strategy would
be to address the substrate for arrhyth-
mias directly during SVR.Dor and col-
leagues4 reported excellent results after
nonguided subtotal endocardectomy
and cryoablations in combination with
SVR in 1994. Since then, other centers
have performed various techniques
for aneurysm repair, including cryoa-
blation or endocardial resection with a
low incidence of postoperative VT,5,6
and some centers used intraoperative
mapping.5 Therefore, it was somewhat
surprising that Babokin and col-
leagues1 stated that they did not find
any studies that used a similar approach
to theirs regarding VT treatment in pa-
tients with post-infarction changes in
the heart. Moreover, they stated that
known surgical approaches in this pa-
tient group are incomplete and leave
VT sources in the heart, and they sup-
ported this statement by referencing
the Surgical Treatment for Ischemic
Heart Failure trial (hypothesis 2)7 and
the study by Harken and colleagues8
in 1980. The Surgical Treatment for Is-
chemicHeart Failure trial did not inves-
tigate VT procedures or results, and the
article by Harken and colleagues was
published more than a decade before
Dor and colleagues4 presented their
comprehensive strategy in this patient
group. Last, the statement that the use
of radiofrequency ablation–induced
markings prevented excessive myocar-
dial resection and therefore reduced
complications is speculative and does
not have support in the data.
In addition to theprevious comments,
some questions arise when reading the
article by Babokin and colleagues.1
What was the detailed stimulation pro-
tocol during the electrophysiologic
study, and what was the definition of
VT inducibility? These are important
questions because an aggressive stimu-
lation protocol will result in more pa-
tients with inducible VTand vice versa.
Did the surgical procedure in-
clude some sort of ablation or only892 The Journal of Thoracic and Cendocardectomy? Only 12 patients re-
ceived an ICD postoperatively. How
many patients had an ICD before sur-
gery? What were the indications for
ICD treatment at the authors’ institu-
tion during the study period? Because
ICD usewas an end point in the study,4
it is valuable for the reader to know
whether the indications for ICD use
were liberal or restrictive.
The authors are to be commended
for their effort in improving a surgical
procedure and for demonstrating good
results in complicated cases. There is
support in the literature for a preven-
tive effect of endocardectomy on re-
currence of VT. However, whether
guided endocardectomy is better than
nonguided endocardectomy during
SVR is still an open question.
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Our studybeganwithmakingadeci-
sion to refer patients with left ventric-
ular aneurysm for a preoperative
electrophysiologic study (EPS) with
CARTO (Biosense Webster, Diamond
Bar, Calif) mapping. During one of
our first EPS cases, a stable ventricular
tachycardia (VT) was induced in the
myocardial area with the reduced po-
tential (0.5 to 1.5 mV). This VT was
abolished by radiofrequency ablation
(RFA) by using the ablation electrode
at power output of 45 W for 40 to 50
seconds with saline irrigation of 12
mL/min. Later, during heart surgery
that involved endocardectomy, a sur-
geon noticed a myocardial lesion at
the scarred area of the interventricular
septum in that patient. The lesion,
which had resulted from the RFA per-
formed for VT treatment 5 days previ-
ously, macroscopically looked like
a 3- to 7-day-old myocardial infarc-
tion. That case was a turning point in
our decision to use RFA during EPS
to produce visible markings of the
electrophysiologically abnormal sub-
strates to facilitate guided endocardec-
tomy. Our article provided description
of the results of the endocardectomy
along RFA-induced markings. We
did not compare our results with the
results of either unguided subtotal
endocardectomy1 or guided subendo-
cardial resection.2 The purpose of our
study was specifically to provide evi-
dence of benefits of endocardectomy
forVT treatment inpatientswithpostin-
farction left ventricular aneurysmwhen
moreadvancedmethodsof preoperative
examination, such as EPS with electro-
anatomic left ventricular CARTO re-
construction, were performed.
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